Abstract The objective of this study was to evaluate the relationship between treatment service quality, perceived improvement in social, functional, and material well-being and reduction in gambling behaviors among clients of Nevada state-funded pathological gambling treatment programs. Utilizing survey data from 361 clients from 2009 to 2010, analyses revealed that client satisfaction with treatment services is positively associated with perceived improvements in social, functional, and material wellbeing, abstinence from gambling, reduction in gambling thoughts and reduction in problems associated with gambling, even after controlling for various respondent characteristics. These findings can be useful to treatment program staff in managing program development and allocating resources.
Introduction
Researchers have long recognized that client satisfaction is an important evaluative consideration when assessing the efficacy of mental health (Campbell 1998; Herman 1997; Holcomb et al. 1998; Kalman 1983; Perreault et al. 1993; Teague et al. 1997 ) and substance abuse (Carlson and Gabriel 2001) treatment. Satisfaction surveys align with the recovery oriented approach of increasing consumer voice, input, and engagement with services (Garland et al. 2007; Kessler and Mroczek 1995; Sowers 2005) . Reflecting this focus upon client satisfaction, researchers have examined mental health clients' evaluations of general satisfaction, service accessibility, the quality of the client-therapist relationship, staff competence, information about services, and intervention quality and effectiveness (Damkot et al. 1983; Edlund et al. 2003; Gerber and Prince 1999; Greenfield and Attkisson 1989; Larsen et al. 1979; Leavey et al. 1997; Love et al. 1979; Perreault et al. 2001; Ruggeri and Dall'Agnola 1993; Tanner 1982) . Some studies have even directly linked client satisfaction and clinical outcomes, finding significant relationships between perceived improvement and satisfaction level (Carlson and Gabriel 2001; Garland et al. 2003; Holcomb et al. 1997 Holcomb et al. , 1998 Meredith et al. 2001; Perreault et al. 1993 Perreault et al. , 2010 .
Despite the plethora of research on treatment satisfaction among clients of substance abuse treatment programs (Carlson and Gabriel 2001; Perreault et al. 2010) , family support programs (Herman 1997) , and inpatient (Holcomb et al. 1998; Howard et al. 2003; Minsky et al. 1995) and outpatient psychiatric services (Berghofer et al. 2010; Cho and Kim 2012; Edlund et al. 2003; Garland et al. 2003; Leavey et al. 1997; Perreault et al. 1993 Perreault et al. , 2001 Turchik et al. 2010) , to our knowledge no research has examined the relationship between treatment satisfaction and subjective measures of improvement among clients of pathological gambling treatment programs. Outcome research on problem gambling treatment itself is quite limited (Lesieur and Rosenthal 1991; Sylvain et al. 1997; Walker 1993) . Most problem gambling treatment research suggests that gamblers respond well to and experience benefits from treatment (Breen et al. 2001; Dowling et al. 2009; Hodgins et al. 2001; Palleson et al. 2005; Walker 1992 ). The legalization and increased availability of gambling in the US, other Western counties and Asia and the corresponding increase in problem gambling behaviors (Gambino et al. 1993; Lesieur and Blume 1990; Mobilia 1993) points to the need to develop effective treatments for individuals with gambling addictions.
Until recently, the assessment of client outcomes in pathological gambling programs suffered from a lack of consensus on the best methods of evaluating success (Walker et al. 2006) . Although treatment programs and outcomes studies for pathological gambling historically viewed total abstinence as the only acceptable criterion for success (Ladouceur 2005; Rosecrance 1989 ), more recent problem gambling scholars have been moving away from pure abstinence based models toward a broader spectrum of post-treatment maintenance, including an emphasis on reducing levels of gambling (Dowling et al. 2009; Robson et al. 2002) and minimizing the harms associated with gambling (Dickerson et al. 1997) . The Banff Consensus further indicates that reduction in gambling behaviors and reduction in problems caused by gambling are key elements in evaluating the effectiveness of pathological gambling treatment (Walker et al. 2006) . In addition, the prevalence of non-gambling specific problems among pathological gamblers, such as financial difficulties, problems at work and in relationships, and emotional distress (Lorenz and Yaffee 1986) suggests the need to examine whether satisfaction with treatment services is associated with improvements in everyday functioning, social relationships, and financial well-being. Accordingly, the objective of the present study was to examine whether a relationship exists between clients' assessments of the quality of treatment services received and their perceived improvements in social and daily functioning, material well-being, abstinence from gambling, and minimization of problems associated with gambling.
Methods

Sample
The research team solicited lists of clients discharged from six Nevada state-funded out-patient gambling treatment programs. A list of all clients who received problem gambling services was obtained from each program along with informed consent documents for each client who agreed to be contacted for a treatment follow-up evaluation. The lists included clients who were discharged for various reasons, including both successful and unsuccessful completion of the treatment programs. Trained researchers attempted to contact (by telephone) 794 clients from these six programs approximately 3 months after the client exited the treatment program. Of the 794, we were missing correct contact information for 266 (i.e. phone number did not work or incorrect information was received from the clinic). Out of the remaining 528 clients for whom we had complete and correct contact information, we completed telephone interviews with 416 respondents, representing a response rate of 78.8 %. Interviews were conducted in accordance with university Institutional Review Board policies and procedures, including informed and voluntary consent. Treatment modalities varied across programs and included individual, family and group counseling, cognitive-behavioral therapy, self-help groups, and psychoeducation. The treatment programs did not provide information about specific reasons for discharge or information about the specific treatments received by each client. The research team attempted to contact every client a minimum of 12 times at varying times of day. All clients who completed an interview were compensated with a $25 gift card from a major retail outlet. After the elimination of cases with missing information on any of the client demographic items, we were left with 361 respondents for this analysis.
Participant Characteristics
The majority of respondents (77 %) received services from gambling centers that specialize in pathological gambling treatment, while the remainder received services from community mental health treatment programs providing a range of mental health and addiction treatment services. 55 % (N = 200) of respondents were women. The average age at follow-up was 47.24 years (SD = 11.9). At the time of survey completion, almost half (48.3 %) were attending Community Ment Health J (2014) 50:688-696 689 Gamblers Anonymous (GA) or GamAnon programs. Just over a quarter of respondents (26.6 %) reported that they had gambled while actively participating in the gambling treatment program. A significant percentage (42.9 %) reported that they had other addictions besides gambling (e.g. alcohol, drugs, etc.) that were problematic for them prior to attending the gambling treatment program. However, only 19.1 % of respondents reported that they had other addictions besides gambling that were problematic for them after receiving pathological gambling treatment. Nearly 80 % of respondents indicated that they now spend less time thinking about gambling and have minimized most of their problems related to gambling since completing treatment.
Measures
Satisfaction
In an effort to detect specific determinants of service satisfaction, mental health treatment studies increasingly administer multidimensional, rather than global, measures of client satisfaction (Greenfield and Attkisson 1989; Perreault et al. 2001; Tanner 1982) . Indeed, multidimensional scales have been found to present less skewed distributions than one-dimensional measures of satisfaction (Pascoe 1983) . Accordingly, we evaluated clients' assessments of pathological gambling treatment services using items from the Mental Health Statistics Improvement Program (MHSIP) Adult Consumer Survey (Mental Health Statistics Improvement Program (MHSIP) Task Force 1996; Ganju 1999). The survey was designed for the MHISP Mental Health Report Card by the MHSIP Task Force to assess clients' subjective satisfaction with treatment, access to services, appropriateness of treatment, and outcomes of care. A five-point Likert scale, ranging from 'Strongly Disagree' to 'Strongly Agree' was used to anchor each question. Psychometric analyses of the instrument have confirmed good internal consistency, moderate test-retest reliability, and good convergent validity with clients' perceptions of other aspects of the care they receive (Ganju et al. 1996; Jerrell 2006; Monnat 2008) . Several versions of the instrument have been used with different target audiences, including adults with severe mental illness and managed care clients (Ganju 1999) . The MHSIP Consumer Survey is currently in use in Arizona, Nebraska, and Nevada for problem gambling program evaluation. We used a total of 13 items from the MHSIP to create a treatment satisfaction scale (Cronbach's a = 0.925). The items were as follows: (1) I like the services I received from this provider; (2) I would recommend this agency to a friend or family member; (3) Services were available at times that were good for me; (4) I was able to get all the services I thought I needed; (5) When I called for an appointment with my counselor, I was scheduled within a reasonable time frame; (6) I felt comfortable sharing my problems with my counselor; (7) Staff encouraged me to take responsibility for how I lived my life; (8) Staff were sensitive to my cultural background (race, religion, language, etc.); (9) The distance and travel time required to meet with my counselor were reasonable; (10) The treatment services were provided at a cost I could afford; (11) Group counseling was helpful; (12) Individual counseling was helpful; and (13) Overall, I was pleased with the results of my treatment program.
Most items on the survey had less than 5 % missing data, and all had less than 30 % missing data. Missing values were replaced using the valid means substitution (VMS) method, based on participants' responses to other items in the scale. Nie et al. (1975) recommend this procedure when constructing scales, and Raaijmakers (1999) found VSM to be as efficient as other imputation procedures when the percentage of missing values is moderate (i.e. 30 %). This procedure was also successfully used by Perreault et al. (2010) for analyses on the relationship between perceived improvement and treatment satisfaction among clients of a methadone maintenance program. The overall treatment satisfaction scale had a mean of 58.99 (SD = 7.5). Respondents' scores ranged from a low of 15 to a high of 65 with higher scores indicating higher levels of satisfaction.
Perceived Improvement
Respondents' perceived improvement in functioning and well-being was measured using additional items from the MHSIP, anchored by a 5-point 'Strongly Disagree' to 'Strongly Agree' Likert scale. Respondents were asked to measure their level of agreement with 11 statements. Each statement began with ''As a direct result of services received,'' which enables us to make the case that perceptions of positive changes are a direct result of the therapies received. Missing values were replaced using the same VMS method discussed above. Three domain scales were created from the 11 items. The first scale included six items that measure perceived improvement in daily functioning: (1) I deal more effectively with daily problems; (2) I am better able to control my life; (3) I am better able to deal with crisis; (4) My symptoms are not bothering me as much; (5) I spend less time thinking about gambling; and (6) I have minimized most of my problems related to gambling (Cronbach's a = 0.941). Respondents' scale scores ranged from a minimum of 6 to a maximum of 30 with a mean of 25.10 (SD = 5.6). The second scale included three items that measure perceived improvement in social functioning: (1) I am getting along better with my family; (2) I do better in social situations; and (3) I do better in school and/or work (Cronbach's a = 0.862). Scale scores ranged from a minimum of 3 to a maximum of 15 with a mean of 12.61 (SD = 2.5). The third scale included two items that measure perceived improvement in material well-being: (1) My housing situation has improved; and (2) My financial situation has improved (Cronbach's a = 0.805). Respondents' scale scores ranged from a minimum of 2 to a maximum of 10 with a mean of 7.99 (SD = 2.1). The overall improvement scale that included all 11 items (Cronbach's a = 0.954) had a mean of 45.69 (SD = 9.6) and ranged from a minimum of 11 to a maximum of 55.
Gambling Specific Outcomes
In addition to perceived improvement in functioning and well-being, we also examined the relationship between treatment satisfaction and abstinence from gambling, time spent thinking about gambling, and minimization of problems related to gambling. In terms of abstinence, respondents were asked if they had gambled at all since completing treatment. 55 % (N = 198) of respondents reported that they had not gambled at all (abstinent) since completing treatment. A question asking respondents if they had reduced gambling since completing treatment was also included on the questionnaire. However, there was not enough variability in that item to include it in statistical analysis. Indeed, 96 % of respondents reported that they had reduced their gambling since the period of time when they gambled most heavily, suggesting a strong association between treatment participation and overall reduction in gambling.
In addition to abstinence, we also examined whether treatment satisfaction is associated with gambling harm reduction. Two items that were included in the overall improvement scale and daily functioning sub-scale described above can also be used to assess harm reduction. These two items are: ''I spend less time thinking about gambling,'' and ''I have minimized most of my problems related to gambling.'' Although these items were included in two of our scales, researchers have indicated the need for examining gambling treatment outcomes specifically related to harm minimization (Dickerson et al. 1997; Dowling et al. 2009 ). We converted these two items from their original 5-point Likert response scale to binary variables where 'Strongly Agree' and 'Agree' were recoded to '1', and 'Neither Agree nor Disagree', 'Disagree', and 'Strongly Disagree' were recoded to '0'. Just over 79 % of respondents indicated that, ''As a direct result of the services received''…they ''spend less time thinking about gambling.'' The same percentage (79 %) indicated that, ''As a direct result of the services received''…they ''have minimized most of [their] problems related to gambling.'' Analyses Preliminary correlation analyses were conducted to examine the patterns and strengths of relationships between treatment satisfaction, perceived improvement in functioning and well-being, abstinence from gambling, and gambling harm reduction. We then conducted ordinary least squares (OLS) regression analysis to assess the relationship between treatment satisfaction and perceived improvement, while controlling for respondent age, gender, whether they received their treatment in a specialized gambling treatment program versus a generalized mental health program, whether they gambled at all while participating in treatment, whether they were attending GA or GamAnon, whether they had problematic addictions other than gambling prior to participating in treatment, and whether they have current problematic addictions other than gambling. Finally, we conducted Binary Logistic Regression analyses to examine the relationship between treatment satisfaction, abstinence from gambling, and gambling harm reduction since completing treatment, while controlling for the same respondent characteristics identified above. All analyses were conducted using SAS 9.2 for Windows.
Results
Pearson correlation coefficients revealed strong positive bivariate relationships between treatment satisfaction and perceived overall improvement (r = 0.719; p \ 0.001) perceived improvement in daily functioning (r = 0.701; p \ 0.001) and perceived improvement in social functioning (r = 0.699; p \ 0.001). There were also moderate positive relationships between treatment satisfaction and perceived improvement in material well-being (r = 0.552; p \ 0.001), abstinence from gambling since completing treatment (r = 0.353; p \ 0.001), reduction in time spent thinking about gambling (r = 0.498; p \ 0.001) and minimization of problems related to gambling (r = 0.493; p \ 0.001).
Ordinary least squares regression analyses were conducted to examine the relationships between respondent treatment satisfaction and overall improvement, improvement in daily functioning, improvement in social functioning, and improvement in material well-being, net of controls for age, gender, location of treatment, gambling status while receiving treatment, attendance at GA or GamAnon, and other problematic additions both pre-and post-treatment. Results indicated that treatment satisfaction was significantly associated with all four improvement scales. Net of controls, there were positive associations between treatment satisfaction and perceived overall improvement (b = 0.903; SE = 0.047; p \ 0.001), improvement in daily functioning (b = 0.513; SE = 0.028; p \ 0.001), improvement in social functioning (b = 0.235; SE = 0.013; p \ 0.001), and improvement in material well-being (b = 0.155; SE = 0.013; p \ 0.001). In terms of respondent characteristics, neither age nor gender was significantly associated with improvement scores. Respondents who received their treatment at specialized gambling treatment programs versus programs that provide a range of mental health services reported significantly lower improvement scores. Respondents who reported gambling at all while participating in treatment had significantly lower overall improvement and lower daily functioning scores. Having a current problematic non-gambling addiction was significantly and negatively associated with overall improvement, improvement in daily functioning, and improvement in material well-being.
Logistic regression analyses were conducted to examine the relationship between treatment satisfaction and abstinence from gambling, reduced time thinking about gambling, and minimized problems related to gambling. Results showed that, net of controls, treatment satisfaction was positively associated with abstinence from gambling (odds ratio, or OR = 1.09; p \ 0.001), reduced time spent thinking about gambling (OR = 1.18; p \ 0.001), and minimized problems related to gambling (OR = 1.20; p \ 0.001). In terms of other respondent characteristics, older respondents were more likely to abstain from gambling after completing treatment. Individuals who gambled at all during treatment or who had current problematic nongambling addictions were less likely to abstain from gambling after treatment. Individuals who were attending GA or GamAnon at the time of the interview were significantly more likely to abstain from gambling after treatment and report minimized problems related to gambling.
Discussion
Results from this sample of individuals who participated in pathological gambling treatment in Nevada indicate that there are significant positive associations between satisfaction with treatment services and perceived improvements in daily and social functioning, material well-being, abstinence from gambling, reduced time spent thinking about gambling, and minimized problems related to gambling. Although mental health treatment outcomes are typically assessed through measures of hospitalization, relapse, and symptomology (Anthony et al. 2003) , our study contributes to a growing body of literature that emphasizes the importance of links between treatment satisfaction and perceived improvement in well-being (Carlson and Gabriel 2001; Mercier et al. 2004; Perreault et al. 2010; Zhang et al. 2008 ). While these types of studies have become more prevalent in the substance abuse literature, this is the first study to examine satisfaction and perceived improvement links among clients of pathological gambling treatment programs.
A number of important findings from this study may be useful to treatment program staff as they fine-tune existing programs and develop future gambling treatment programs. Our finding that treatment satisfaction is positively related to non-gambling specific outcomes is important given the correlation between problem gambling and difficulties associated with relationships, employment, finances and emotional health (Lorenz and Yaffee 1986) . Prior mental health treatment research indicates that satisfaction with treatment services is related not only to the quality of those services, but also to the effect of services on physical and emotional health and relationships with social networks (Donovan et al. 2002; Holcomb et al. 1997) . Indeed, enhanced feelings of self-efficacy in dealing with daily problems, controlling one's life, and improving one's position at the job or in the family may motivate readiness for change and facilitate abstinence or gambling minimization (Gomes and Pascual-Leone 2009) .
Although many gambling treatment outcome studies focus on abstinence as the benchmark of treatment success, there is growing endorsement for gambling minimization as an alternative goal of pathological gambling treatment (Dickerson et al. 1990; Dickerson and Weeks 1979; Dowling et al. 2009; Ladouceur 2005; Rankin 1982; Robson et al. 2002) . We found that treatment satisfaction is a significant predictor of both abstinence and gambling harm reduction.
Step-based self-help programs modeled on alcoholics anonymous, such as GA and GamAnon, are currently the most popular and widespread treatments for problem gambling (Gomes and Pascual-Leone 2009) . Consistent with previous studies, we found that GA attendance is significantly associated with abstinence from gambling (Hodgins et al. 2005; Petry 2005b; Petry et al. 2006) . However, we also found that GA attendance is associated with minimization of problems related to gambling. Therefore, although it advocates an abstinence-only model, GA attendance may also be useful in promoting gambling harm minimization. Studies in the alcohol dependence treatment literature suggest that abstinence and non-abstinence based treatments are equally effective (Adamson and Sellman 2001; Booth et al. 1984 Booth et al. , 1992 Ojehagen and Berglund 1989; Orford and Keddie 1986; Sanchez-Craig and Lei 1986) . Although limited, research on pathological gambling treatment provides support for controlled gambling as an alternative treatment goal (Dowling et al. 2009; Toneatto and Dragonetti 2008) .
Future research should examine the effectiveness of nonabstinence based treatments on pathological gambling addictions.
Despite the contributions of this study to the growing body of research on pathological gambling treatment evaluation and satisfaction, there are some limitations that should be considered when interpreting the results. First, the findings may be difficult to generalize to all problem gamblers because respondents were recruited from lists provided by treatment programs in Nevada. These particular problem gamblers may not be representative of the population of gamblers, especially since as Nathan (2005) has observed, relatively few pathological gamblers actually seek out treatment and even fewer participate in outcome studies. Selection bias is a possibility given the reluctance of some problem gamblers to answer the phone for fear of having to speak with bill collectors and other creditors (Blaszczynski 2005) . If it is the case that individuals with more severe gambling problems are less likely to answer the phone than those who have minimized their gambling or abstained from gambling altogether, then our study likely under-represents individuals for whom treatment was least effective.
Similarly, our data do not include information about specific types of services received while in treatment or the stage of treatment at discharge. Clients who attended fewer treatment sessions or who did not successfully complete the program likely have lower levels of satisfaction and worse outcomes than those who completed all stages of treatment (Toneatto and Dragonetti 2008) . Future research should collect information about the stage of addiction treatment for respondents, as it is possible that acceptability of the addiction (which often comes with more treatment) is the pathway to positive treatment outcomes. Although we do not have information on the frequency and types of services received by specific clients, we can conjecture on a potential link between acceptance and outcomes based upon our data on participation in GA and GamAnon. We found that respondents who were attending GA or GamAnon were more likely to report improvements in daily functioning, abstinence from gambling, and minimized problems related to gambling. Given that the first step of these programs is for participants to admit that they are powerless over gambling and that their lives have become unmanageable (i.e., acceptance of the addiction), we can speculate that acceptance of the problem is positively associated with improved outcomes.
Further, a number of researchers have noted that comorbidity is a common problem among pathological gamblers who often exhibit a high incidence of substance abuse, depression, and other affective disorders (Gambino et al. 1993; Lesieur 1988; Lesieur and Blume 1990; Linden et al. 1986) . Besides previous and current substance abuse addictions, we were unable to control for other illnesses that may affect a client's satisfaction with treatment received and perception of treatment effectiveness. Although an examination of co-occurring addictions was beyond the scope of this paper, we did find that the percentage of respondents reporting addictions other than gambling dropped from 43 % prior to treatment participation to 19 % at the time of follow-up. Future research should examine clients' perceptions of treatment and treatment outcomes across different types of treatment facilities and whether problem gambling treatment is effective at reducing co-occurring addictive disorders, such as alcohol dependence and drug abuse.
In addition, most researchers in the pathological gambling field agree that the ideal research format is one that allows for an experimental/control group design (Blaszczynski 2005; Toneatto and Dragonetti 2008; Toneatto and Ladouceur 2003; Walker 2005) . For many reasons, including ethical considerations, it is not always possible to achieve this ideal. However, as suggested by Shaffer et al. (2005) , important lessons can be learned from non-experimental gambling research. Although we cannot unequivocally determine that better functioning and well-being resulted from higher quality services, the wording of the self-evaluation questions allows us to tentatively argue that consumer improvement was a function of services received (i.e., ''As a direct result of the services you received, please rate the following…''). While this was not intended to be a study of causality, it is possible that outcomes themselves may shape satisfaction with services. That is, respondents who perceived improvements in daily functioning, wellbeing, and gambling harm reduction may retrospectively view the services they received while in treatment more positively than respondents who did not perceive any improvements since leaving treatment. We also cannot comment on the relationship between treatment satisfaction and clinically meaningful changes over time. Ultimately, the relationship between service satisfaction and client outcomes can be best examined through longitudinal data that allow researchers to control for the general attitude, outlook, socioeconomic, and contextual characteristics of consumers.
Finally, a reasonable question arises whenever researchers rely upon self-reported information: can we trust the participants? This concern is perhaps especially important when interviewing pathological gamblers, given their notoriously poor recall (Blaszczynski et al. 1997 ). However, with appropriate methodological care, researchers have found that self-reports from gamblers who participate in outcome research tend to agree reasonably well with reports obtained from family, friends, or other ''collateral'' sources (Echeburua et al. 1996; Hodgins and Makarchuk 2003) .
Conclusion
The increased legalization and availability of gambling in the U.S. and overseas suggests that there may be increased demand for problem gambling treatment services in the near future (Petry 2005a; Shaffer et al. 1997; Toneatto and Ladouceur 2003) . Consumer satisfaction information can be useful to gambling treatment program staff in managing program development and allocating resources. While most available satisfaction surveys elicit clients' assessments of quality and availability of treatment services, they tend to neglect clients' perceptions of improvement in outcomes (Perreault et al. 2010) . The MHSIP appears to be a good tool for assessing client satisfaction with gambling treatment services and perceived outcomes of those services.
In addition to asking for information about current substance use, future research should also ask respondents if they have been diagnosed with other mental illnesses or disorders, as this may affect their satisfaction with treatment services and their perceptions of improvement in well-being and other outcomes. In addition, it would be useful for programs to administer these satisfaction questionnaires at varying stages in the treatment process. By assessing satisfaction and perceptions of improvement at the beginning, middle and end of a treatment program, evaluators may be better able to determine whether there are particular components of treatment that are working most effectively and tailor their services based on client assessment. However, directly linking clients' perceptions of quality of care to treatment outcomes will likely require longitudinal research designs across diverse groups of pathological gamblers.
